INTRODUCTION
As healthcare payments shift from volume-to value-based paradigms, Medicare's Quality Payment Program (QPP) was established to accelerate that transition. 1 Under QPP, most physicians will be scored and paid via the Merit-Based Incentive Payment System (MIPS). MIPS provides a wide range of quality measures for various medical specialties, and its various reporting options include traditional claims-based as well as registry-based and qualified clinical data registry (QCDR)-based reporting mechanisms.
Physicians' performance variation under such measures is currently not well understood. For example, it remains unknown whether available measures favor or disfavor certain specialties in obtaining high scores and therefore positive payment adjustments in MIPS. Understanding how various specialty groups have performed to date could help inform the Centers for Medicare & Medicaid Services (CMS) and professional societies as they jointly develop and implement meaningful and fair metrics, and physician practices as they seek success in MIPS. We aimed to assess performance variation in CMS quality measures among internists and medicine specialists.
METHODS
The Physician Compare 2015 Individual Eligible Professional Public Reporting Performance Scores data set provides 2015 performance scores for all Medicare-participating providers. 2 Crosslinking to the separate Medicare Physician Compare National Downloadable File 3 , national provider identification numbers were used to identify physician characteristics, including self-reported primary specialty. National performance was computed for each measure reported by at least 100 providers. Using a previously reported methodology 4 , normalized z-scores were derived for all internists and medicine specialists and for all reported measures by computing the number of standard deviations from the national performance mean for each measure. Accounting for lower scores representing better performance for "inverse" measures, zscores were then averaged across reported measures to obtain a single summary performance measure for each physician. Performance on the most commonly reported measures was identified; univariable associations with physician characteristics were assessed using analysis of variance.
RESULTS
Among 28,232 internists and medicine specialists, the six most commonly reported measures (Table 1) were all claims-based (rather than registry-or QCDR-based) and included documentation of care in the medical record (average score 95.5%), tobacco use screening and cessation intervention (96.9%), body mass index screening and follow-up plan (70.7%), pneumonia vaccination status for older adults (66.1%), influenza immunization (55.1%), and colorectal cancer screening (63.0%). In the full cohort, average ± SD z-score was 0.132 ± 0.747. Performance improved significantly (Table 2 ) with increasing years in practice (z-score range 0.065 to 0.155; p < 0.001) and decreasing group practice size (range − 0.022 to 0.259; p < 0.001). Physician performance was highest (p < 0.001) in the West (0.197) and lowest in the Midwest (0.051). Specialties with best overall performance, in order, were hospitalists (0.307), allergists (0.225), hospice and palliative care physicians (0.195), pulmonologists (0.181), and general internists (0.176). The specialties with worst performance, in order, were transplant cardiologists (− 0.457), preventative medicine physicians (− 0.271), cardiac electrophysiologists (− 0.090), infectious disease physicians (− 0.087), and medical oncologists (− 0.040).
DISCUSSION
Overall, internists and medicine specialists reported a diverse set of quality measures to CMS, with no single measure reported by a majority of physicians. Overall performance across measures was associated with various physician characteristics, including experience, group size, and geography. Of note, performance varied widely among specialties, aligning with recent criticism of MIPS by the highly influential Medicare Payment Advisory Commission 5 and suggesting that any fair comparison of disparate specialties inside the QPP will be difficult. Medicine practices should be aware of such variation in selecting measures to report to MIPS.
Policymakers and national specialty societies should continue to develop comprehensive measure sets, encompassing measures of relevance to all Medicare-participating specialties. As current measures may advantage or disadvantage physicians purely on the basis of their specialty, QPP normalization calibration may be necessary to create a level programmatic playing field.
